Obsessive-compulsive disorder (OCD) is the fourth most common psychiatric disorder (Karno, Golding, Sorenson, & Burnam, 1988) with a lifetime prevalence of 2 to 3% (Black, 1996) . Obsessive-compulsive spectrum disorders are estimated to affect up to 10% of the population in the United States (Hollander & Wong, 1995) . Treatment recommendations typically include medication, as well as exposure and response prevention. Some individuals, however, are not responsive to medication and outpatient cognitive-behavioral therapy. The need for a more intensive treatment protocol for these individuals prompted the establishment of short-term residential treatment programs.
The fundamental core across all OCD treatment, including the three residential treatment programs, is medication and exposure and response prevention (ERP). The benefits of behavior therapy, specifically ERP, for patients struggling with OCD has been well established (Marks, 1987; Steketee, 1993) . ERP entails setting up a fear hierarchy, or list of situations that generate anxiety, followed by exposing patients to these anxiety-provoking situations-such as touching perceived contaminated surfaces, frequenting areas typically avoided, or facing feared intrusive thoughts. This objective can be met systematically and incrementally, or more rapidly via a treatment called "flooding." Habituation occurs as the patient learns that the anxiety generated will gradually decrease on its own, without performing the assumed necessary compulsion or avoidance behavior. Both exposure and response prevention are necessary to reduce OCD symptoms. Frequent and repetitive ERP practice produces better outcome than practice done far and few between. Gains are typically maintained for longer periods and thus generalize to a greater degree when treatment is intensive-for example, having 90-minute ERP sessions, three to five times per week, for many weeks (Neziroglu, Stevens, Liquori & Yaryura-Tobias, 2000) .
Exposure and response prevention has reported success rates of 60 to 80% for people who engage in intensive therapy with motivation and compliance (Marks, 1981; Barlow, 1988; Baer & Minichiello, 1990; Riggs & Foa, 1993; Abramowitz, 1996) . More recently, cognitive therapy specific to core beliefs typically held by persons with OCD has also shown to be effective in significantly reducing OCD symptoms (van Oppen et al., 1995) . Exposure and response prevention combined with cognitive therapy specific to OCD beliefs is employed by all three residential programs.
While clearly influenced by learning principles, OCD is a biologically based disorder, and as such, medication is an important component of treatment. OCD symptomatology has been linked to a difficulty in adequately regulating the brain neurotransmitter serotonin. The exact mechanisms for this still remain unclear; however, medications called serotonin-reuptake inhibitors (SRIs) can help reduce OCD symptoms. The drug works by slowing the reuptake, thereby making more serotonin available for the receiving brain cells to use. Up to 60% of patients with OCD show significant improvement during treatment with SRIs (Hollander & Wong, 2000) . Other studies state that 40 to 60% of patients are nonresponders despite documented effectiveness of SRIs (Greist, Jefferson, Katzelnick, & Serlin, 1995) . Potent effects on serotonin are necessary but may not be sufficient to produce improvement in OCD symptoms (Jenike, 2001) . Augmentation therapy with serotonergic agents (Goodman, Rudorfer, & Maser, 2000; Pigott et al., 1992) , dopaminergic agents (Dominguez & Mestre, 1994; McDougal, Fleischman, & Epperson, 1995) and GABA agents (Leonard, Topol, & Bukstein, 1994) suggest response rates can increase to 80 to 90%. Because neither ERP nor serotonergic medications by themselves have been effective for all OCD sufferers, a combination is typically recommended as the treatment of choice (Abel, 1993) .
Why Residential Treatment?
The majority of OCD patients can experience significant symptom reduction following outpatient treatment (Dar & Greist, 1992; Steketee & Foa, 1993) . However those who do improve may still have some level of residual symptoms, and about 30% are considered treatment refractory (Rasmussen, 1996) . Although cognitive behavioral therapy (CBT) is a potent treatment, a substantial refusal rate exists: about 30% of patients either fail to start recommended treatment, or they drop out prior to completion (Kozak et al., 2000) . Residential care offers one more option for those considered treatment refractory, for those with poor outpatient compliance, and for those who tend to refuse outpatient treatment. It is also a cost-effective alternative to inpatient care: it is as clinically intense (if not more so), and it typically offers at least 50 hours of treatment per week, while costing only about a third as much.
Why might outpatient treatment fail? Compulsions and/or avoidance behavior can be so pervasive and disruptive to daily routine and basic functioning that a person is unable to engage in basic requirements, such as eating or taking medication, let alone complete recommended outpatient ERP homework tasks. In this situation, much more assistance may be needed for an individual to adequately participate in therapy. Some individuals come from chaotic living situations, have minimal family or peer supports, or have supports that actively reinforce symptoms by accommodating a patient's OCD requests. Many have a life with minimal structure, which may make it difficult to adequately adhere to the CBT and medication treatment regimen. For some individuals, anxiety tolerance is very low. The individual with OCD may not be willing to face the moderate to high levels of anxiety required to do ERP. Significant comorbid disorders can contribute to treatment resistance, poor treatment response, and outpatient dropout. Still, others may not have received an adequate drug trial or an adequate trial of behavior therapy, specifically exposure and response prevention.
OCD residential treatment programs were started in response to the following:
1. the need for another treatment option for individuals who found they were not able to make significant gains on an outpatient basis; 2. individuals who wanted to work intensively on their OCD symptoms, even after making gains on an outpatient basis; and 3. the need to provide OCD treatment services to those who would not otherwise have access to adequately trained OCD treaters, as a result of their living in more rural settings. Behavior Therapy The behavior therapist typically meets with a resident three to four times a week. The Institute has five behavior therapists: four at the doctoral level and one at the master's level. Treatment rationale is discussed; OCD and other difficulties are assessed; educational handouts are given; and within the first day or two, a behavioral plan as well as an exposure and response prevention plan will be generated.
The exposure and response prevention plan is created from discussions about an individual's OCD fear heirarchy. The fear heirarchy consists of a list of gradually more difficult tasks a resident may be asked to do, which generate anxiety based on reported OCD symptoms. Patients follow individualized exposure and response prevention plans during the 2-hour block of time set aside in the morning for ERP tasks (10 a.m. to 12 a.m.), during the 2-hour afternoon ERP session (2 p.m. to 4 p.m.) during the weekdays, and during a 2-hour ERP session each day on the weekends. ERP tasks typically require patients to engage in tasks of at least moderate levels of anxiety (about 8 out of 10 levels) with a relatively quick progression to more difficult tasks, which may reach 10 out of 10 levels of anxiety. The 2-hour morning ERP session offers individualized coaching assistance on a full-time, part-time or check-in basis, as determined by the behavior therapist, to assist the resident in resisting OCD symptoms. It is not uncommon to begin working on ERP tasks as soon as the day following admission. Frequently, new admissions start with a full-time coach. ERP tasks initially focus on reducing the OCD symptoms that cause the most disabling interference in a person's life. Respect for an individual's preference in the speed of treatment is balanced by the therapist's encouragement to make the most use of their time while in residence and to challenge as many of their OCD symptoms as possible. ERP plans are revised regularly based on the speed of habituation gains and symptom reduction. Cognitive therapy is offered not only in a group format but also regularly in individual behavior therapy sessions.
As a supplement to the specific ERP plan, an individual's behavioral plan consists of symptom highlights and special instructions concerning a resident's unique treatment goals. The behavioral plan identifies obsessions, compulsions, and avoidance behavior. It also includes:
1. additional ERP tasks the resident is expected to work on above and beyond the two 2-hour ERP sessions-for example, goals during the morning wake-up routine or prebed routine, or tasks that require staff support to assist the resident in resisting rituals; 2. other non-OCD therapy goals the resident may be working on throughout the day; and 3. discharge plan goals.
Both the ERP plan and the behavioral plan serve as a guideline to ensure consistency in treatment interventions across staff. The behavior therapist may meet with a resident in the office to revise ERP/behavioral plans, do cognitive therapy, or address other milieu or therapy issues. Frequently the behavior therapist serves as the coach during ERP sessions to assist the resident in proper follow-through of behavioral recommendations.
In addition to the ERP and behavioral plans, residents are also asked to set specific personal goals regarding their OCD, their health, and their discharge plans, each week in the contractsetting group. Their plans are then reviewed daily in the morning treatment-planning group, the evening self-assessment group, and the weekly contract-review group. Those attending the day treatment program are typically given ERP homework, which may involve tasks to be done in the morning before they arrive at the residence, in the evening, and on the weekends.
Medication Therapy
Psychiatrists meet with residents weekly. Prior medication trials are assessed for adequacy, and new medications may be explored. The OCD Institute has three psychiatrists, all of whom see outpatients at the Massachusetts General Hospital OCD Clinic and Research Unit. Psychiatrists and behavior therapists work closely to finetune a resident's individualized treatment plan and maximize medication and behavior therapy gains. The nursing staff assist residents individually with daily medication-management issues and can help ensure follow-through of specific exposure and response prevention goals for those whose OCD symptoms may interfere with taking medication as prescribed.
Group Therapy
The basic foundation of OCD treatment lies in anxiety habituation resulting from exposure and response prevention practice, and through the use of medication. The OCD Institute offers additional groups that teach coping strategies to supplement the treatment process. Skills groups typically last 50 minutes. These groups address issues that might be interfering with a person's ability to follow though with exposure and response prevention tasks, or program compliance. Most residents attend most of the groups; however, individualized assignment is determined by the behavior therapist. The group schedule offers significant daily structure, and it is not uncommon for residents to be in groups starting at 8:30 a.m., continuing through 7 p.m., with intermittent breaks for meals and free time. Groups are held on weekdays and weekends, although the weekend structure offers more free time. These groups provide significant opportunity for practicing ERP exercises, as well as learning life-coping tools. 
Exposure and Response Prevention Opportunities
Although the OCD Institute has 4 hours of structured ERP time scheduled per day during the week, with 2 hours per day on the weekend, it is notable that ERP "behavior therapy moments" occur many more times during the course of a day. Morning wake-up, the prebed routine, using a bathroom, and doing routine activities are all potentially included within a behavioral plan to assist the patient with increased opportunities for habituation and, ultimately, symptom reduction. These ERP opportunities occur both within the Institute and outside the program. A person's specific ERP plan may include traveling to a variety of public or unique OCD-triggering situations beyond hospital grounds. The Institute has a van that travels once or twice a day to a variety of OCD-triggering locations. During the week, regularly scheduled social and leisure skill outings are planned, all of which serve several treatment purposes: first, to encourage peer contact and facilitate mutual support; second, to facilitate an increase in quality of life, such as engaging in pleasant activities (solo or social) that can help reduce depression; third, to offer yet another opportunity for "real world" community-based ERP practice.
Supplemental Therapy
In an effort to ensure that symptom reduction gains made at the Institute continue after discharge, the social work staff works with the resident and the rest of the treatment team to coordinate aftercare plans and talk with concerned family members. The Institute has three licensed clinical social workers. Individual supportive therapy is occasionally offered to assist a resident in coping with other life issues-that is, if these issues are interfering with efforts to engage in ERP tasks, if a resident is experiencing difficulty within the residence itself, or if family education and brief therapy are advised. Given the significant level of impairment seen in people's lives at admission, efforts are made to help a resident focus on general rehabilitation goals, as well as ERP tasks. This objective typically includes regaining volunteer or paid employment, increasing daily life structure upon return home, regaining an appropriate sleep-wake cycle, and adhering to more appropriate nutritional recommendations.
Length of Stay
Length of stay is typically one to three months, with an average stay of 40 days. This average includes all people admitted to the program, including those that chose or were asked to leave within 2 weeks of admission. In collaboration with the treatment team-and with approval from the director of the program, if applicableresidents have the option to request an extension past the 3-month point, which may be approved on a weekly or monthly basis.
To encourage motivation for treatment and to assess program compliance, all persons admitted to the program have a meeting with their treatment team at week 2 to review their progress and discuss ongoing treatment goals. This 2-week review was instituted, in part, as a measure to reduce the tendency to keep residents in the program longer, because longer did not necessarily translate into treatment success for some individuals. Currently, 90% of people entering the program remain past the two-week mark. While a resident's treatment team will try to do all they can to facilitate treatment progress, sometimes it becomes evident that behavior therapy and medication gains will not be made, even with a continued residential stay. If applicable, this 2-week team meeting may be a time when a resident is asked to leave the program. Reasons for this might include a resident's not making even small efforts to comply with treatment recommendations; a resident's inability (for a variety of reasons) to take even small steps to challenge their OCD; or a resident's significant comorbid issues, which make it difficult to live in the residence itself. Residents may also be asked to leave the program at any time for violation of standard program policies.
Other Program Components
Because urges to ritualize can be so intense and because the length of stay is relatively short, the Institute staff found it beneficial to closely monitor access to areas typically problematic for many OCD sufferers, in an effort to assist response prevention compliance. As a result, we changed our policy of self-regulated access to bathrooms, showers, faucets, toilet paper, and napkins. Within the program, bathrooms are locked after morning wake-up and then unlocked for pre-bedtime use. Even when unlocked, compliance with behavioral plans is closely monitored. Water access is shut off when not needed for washing dishes or showering. Necessary bathroom use is confined to the first floor, where frequency of use can be monitored and where assistance in ritual prevention can be given by staff in accordance with behavioral plans. For use during the day, toilet paper, soap, and paper towels are dispensed by staff. For those whose OCD poses difficulties in these areas, detailed behavioral and ERP plans are negotiated between the resident and their behavior therapist with the goal of reduced dependency on staff assistance for response prevention.
The OCD Institute is not a locked facility, and as such, patients have the flexibility to use their free time on and off campus. Residents are expected to attend all groups prescribed by their behavior therapist. House curfew is one hour before bedtime; lights out is at 11 p.m. Because the building is not a locked facility, if a resident becomes actively suicidal and cannot contract for safety, they are accompanied to the Crisis Evaluation Center, located just a few buildings away on the McLean Hospital Campus. If determined necessary, a resident may stay a few days in the short-term unit prior to returning to the Institute for continued OCD treatment.
Discharge Planning
Given the important yet difficult task of longterm maintenance of gains made while in residence, a focus on discharge and relapse prevention begins well before the patient leaves the program. Communication with a patient's support system is ongoing. Behavioral plans focus on practice at home (if local), bringing items from home, or going to community settings similar to home. If practical, home visits for short periods of time are recommended prior to discharge. Outpatient treatment after discharge is strongly recommended. Efforts are made to have these appointments in place prior to discharge. Upon discharge a resident is given behavioral and ERP recommendations. Occasionally, phone follow-up sessions are done by behavior therapist or social worker. A plan for daily structure and leisure activity participation after discharge is generated. Family members are involved as needed. Continued work or volunteer placement after discharge is facilitated. To assist with transition, as determined by the clinical team, a person living in the residence may attend the day treatment program three to five times a week while living off campus, prior to discharge.
Outcome
Assesssment measures are completed before admission, at admission, at week 2, at every month, and at discharge. There are 22 separate assessment measures used. The outcome data not only helps to guide the team's clinical decisions during a resident's stay, but it also provides feedback about the program as a whole. Roughly every 6 months, with feedback from the data and feedback from exit interviews, the program is reviewed and revised. The OCD Institute continues to evolve, learning from resident feedback and outcome.
Following is a summary of the outcome data collected over the last year and a half (N = 128) for all residents entering into the program. The data includes those individuals that chose to leave or were asked to leave within 2 weeks (intent-to-treat population). Five percent (5%) of individuals did not complete data at discharge; therefore, final measures completed were carried forward. Over the last two years, 10.5% of all people admitted either chose to leave or were asked to leave before the 2-week mark.
The Yale-Brown Obsessive-Compulsive Rating Scale (Y-BOCS) is the primary measure used to assess change in obsessive thoughts and compulsive behaviors. The range of total score is 0 (none) to 40 (most severe). A mean reduction of 25 to 35% from baseline is considered a clinically significant response in patients with OCD, although room for additional clinical improvement may still remain. Mean Y-BOCS score on admission was in the severe range, at 28.9, and the mean score on discharge was 17.9, indicating a mean decrease of 38.1%. Another revealing description of gains can be seen from the following data: 76% of all admissions had a decrease in Y-BOCS score of at least 25%.
At admission, mean Beck Depression Score (BDI) was 22.2 (moderately depressed range). BDI admission scores ranged from 0 to 54, with 43% having BDI scores in the severe range of 25 points and above. At discharge, mean BDI was 14.4, indicating a decrease of 35.1%.
The Work and Social Adjustment Scale (WSA) measures life impairment, with a range from 0 (no impairment) to 40 (incapacitated). Mean WSA on admission was 28 and at discharge was 16.5.
Another measure to assess change is the Patient Global Improvement rating. On a 1 to 7 scale (1, very much improved; 4, unchanged; 7, very much worse), 27% at discharge said they were "very much improved" with a mean Y-BOCS decrease of 61% and a mean BDI decrease of 70%. Forty-two percent (42%) said they were "much improved" (rating of 2), with a mean Y-BOCS decrease of 35% and a mean BDI decrease of 46%. Twenty-five percent (25%) said they were "minimally improved" (rating of 3) with a mean Y-BOCS decrese of 15% (not clinically significant) and a mean BDI decrease of 14%. Three percent (3%) said they were "unchanged," with a mean Y-BOCS decrease of 19% and a mean BDI decrease of only 1% (not significant). Less than 1% stated they were either "minimally worse" or "much worse" at discharge and reported depression scores that doubled. Two percent (2%) did not answer the question prior to departure.
The Residential OCD Program at Rogers Memorial Hospital
The Residential OCD Program at Rogers Memorial Hospital opened in January 1999. It offers in-tensive treatment for severe and complicated cases of OCD for adults and older adolescents (16 years of age and older). The treatment utilizes a strict cognitive-behavioral therapy (CBT) philosophy emphasizing exposure and response prevention (ERP). Typically, this approach is combined with medications. The goal of residential treatment is to significantly reduce OCD symptoms to a more manageable level and, when relevant, help reintegrate the individual into the community. The program is conducted in two adjacent homes on the hospital grounds. Due to accepting adolescents into the program, the homes are segregated by gender. The homes are staffed 24 hours per day. Each home can house up to eight residents for a total capacity of 16.
Admission Assessment
Prospective residents contact the hospital and are interviewed by an intake specialist over the phone or in person (if geography permits). This specialist has received OCD-specific training in terms of OCD assessment and the basics of CBT for OCD. Information gathered includes basic demographics, presenting problem(s), mental status, signs/symptoms of anxiety, medication history, medical history, level of functioning, alcohol and other drug history, psychiatric treatment history, current safety risk factors, and a self-report version of the Yale-Brown ObsessiveCompulsive Scale (Y-BOCS; both symptom checklist and severity rating). If warranted, other disorder-specific intake instruments are used (e.g., for eating disorders). Insurancerelated information is also reviewed at the conclusion of this interview. The interview routinely takes 60 to 90 minutes but, on some occasions, can take over two hours. These phone assessments are conducted 24 hours per day, 7 days per week. All clinical information gathered is then reviewed by the clinical director of the program for the appropriateness of admission. The clinical director is a licensed psychologist specializing in OCD. In general, admission criteria include a primary diagnosis of severe OCD or an OCD-spectrum disorder (e.g., trichotillomania), no current suicidal or homicidal intent, no current psychotic symptoms, and no current substance dependency, with a minimum of onemonth sobriety. Also, a resident must be ambulatory and medically stable. High levels of comorbidity are the norm. Common comorbid diagnoses include depression, other anxiety disorders, eating disorders, and personality disorders. On occasion, prospective residents and their families will tour the facility and meet with staff prior to admission.
Admission
Upon admission, residents meet in person with an intake specialist. Current clinical information is gathered to confirm appropriateness for the program (i.e., phone interview could have occurred weeks or months prior to admission). Admissions are steered toward the beginning of the week to allow an increase in "full programming" to be delivered; however, they are accepted 7 days per week. Once admitted, a resident is shown the house and program policies, and procedures are reviewed. A series of assignments are then made, and the resident is asked to complete them as soon as possible. First, a Pretreatment Assessment Packet is completed. This packet consists of OCD-related measures (e.g., Y-BOCS) as well as instruments measuring commonly co-occurring problems (e.g., Beck Depression Inventory-II). Information gathered is used as an aid to treatment planning. Also, an Annoyance Review and Cost Analysis are assigned. The Annoyance Review asks the residents to "list all the things OCD has prevented them from doing" (e.g., finishing college, getting married). The Cost Analysis asks the resident to list by approximate costs in dollars "how much OCD has cost them in their lifetime" (e.g., "$25,000 for paid tuition toward college that I was unable to complete"; "$10,000 in therapy expense"). The goal of these two assignments is to help motivate residents for treatment. These assignments may also be brought out and reread if motivation waxes and wanes, as is common. Educational booklets about OCD and its treatment are assigned to residents and interested family members. Help is given if residents need assistance in completing any of the assignments due to OCD-related problems. Upon completion, their behavioral therapist reviews all assignments with the resident. The behavioral therapist is typically a master's level clinician or doctoral candidate who has received extension training in CBT and OCD.
The main responsibility of the behavioral therapist is to develop and implement an in vivo exposure hierarchy. The development of the hierarchy is started typically within the first day of admission or so, and it takes 6 to 10 hours to complete. The average hierarchy consists of roughly 150 exposure exercises (e.g., "use a public phone in a shopping mall without washing it first or washing yourself after"). The scale used by residents to rate their anticipated anxiety is from 0 ("no anxiety at all") to 7 ("the most anxiety you could possibly imagine"). The behavioral therapy approach used emphasizes the three "keys" to exposure therapy: prolonged exposure, repetitive exposure, and gradual exposure. Residents are asked to continue an exposure exercise until they get at least 50% reduction in experienced anxiety (within trial habituation). They are also asked to repeat an exercise until they get little to no anxiety experienced (between trial habituation). It is our belief that these two types of habituation occur most efficiently using a graduated, or "hierarchical," approach; in other words, most residents start with items rated 2 or 3 on the 7-point scale. Starting points on the hierarchy are adjusted-that is, they are started higher than 2s and 3s-when clinically appropriate and when real-world factors dictate (e.g., when a shorter than average length of stay is anticipated). The graduated nature of the exposure seems to be more critical for residential OCD patients as a result of their extreme anxiety and, in many cases, their difficulty in maintaining ritual prevention. Attempts are made to assign exposure exercises from the hierarchy within one or two days of admission, as well as set up a complete psychiatric evaluation by the medical director. The medical director is a boardcertified psychiatrist specializing in pharmacotherapy for OCD.
Programming
Weekday programming begins with a 9:00 a.m. homework-review group. This group consists of a behavioral therapist and the residents assigned to them. Each resident reviews homework assignments attempted the prior day and their results. For each exercise, peak anxiety ratings and end anxiety ratings are reported, as well as how much time elapsed in between. These data are documented on the Homework Exposure Form. The behavioral therapist then gives the resident feedback as to which exercises need more work and which ones can be crossed off their hierarchies (i.e., between trial habituation to the point where little or no anxiety is experienced). Also, exposure goals for that day are discussed. Residents are encouraged to give fellow residents positive feedback, as well as constructive criticism. This group lasts roughly 30 minutes.
Following the homework review group, 2.5 hours of exposure work is conducted, based on exposure goals discussed in the group. Behavioral therapists rotate between their cases; residents engage in both therapist-aided and self-exposure tasks. Newer residents or those having difficulties are typically treated first. Each resident completes an Exposure Record Form for each exercise worked on, detailing peak and endpoint anxiety ratings, as well as elapsed time. Toward the end of this session, a homework assignment is developed for later in the day. A lunch break is given from 12:00 to 12:45 p.m.
From 12:45 to 1:30 p.m., residents complete a cognitive-restructuring homework assignment assigned to them the previous day. A cognitive-restructuring group is then held from 1:30 to 2:30 p.m.. The cognitive therapy component, or what is called the "thought challenging" component, consists of instruction in four distinct phases, focusing primarily on probability overestimation errors and catastrophizing errors. The first phase is the "fear identification" phase. Here residents take their exposure hierarchies and use them to help identify any probability overestimation errors they are making (e.g., contracting HIV from touching a door handle and not washing their hands). For the second phase, residents then engage in "evidence identification." Each fear identified in the first phase is taken one at a time; then the residents list the facts they are using as reasons (i.e., evidence) for why they think that fear could occur (e.g., "I don't know who touched the door knob last."). The third phase (probability overestimation errors) and fourth phase (catastrophizing errors) consist of learning to challenge these fears through cognitive-restructuring strategies. Worksheets have been developed to help aid in this process. A homework assignment is then given for the next day.
From 2:30 to 3:30, residents participate in a recreational activity, which may consist of a walk on hospital grounds, biking, or some other form of leisure activity. In addition to the above-described programming, residents have a series of individual appointments each week. Individual sessions tend to be more frequent when a resident has just entered the program or if treatment is not progressing adequately. Typically, residents will have three to six formal individual appointments per week-appointments, perhaps, with their behavioral therapist, medical director, program nurse, clinical director, or a specialty consult (e.g., social worker, dietitian). Weekend programming consists of 4 hours of treatment per day and includes daily homeworkreview group, supervised exposure homework, thought-challenging group, and recreational time.
Comorbid diagnoses (e.g., panic disorder) and other issues (e.g., social skill deficits) are dealt with on an individual basis. When warranted, consults are ordered for assessments and possible treatment (e.g., substance dependency, eating disorders). Optional peer-directed groups are offered Monday and Wednesday evenings from 6:30 to 8:00 p.m. The goal of these groups is to allow a forum for residents to discuss issues with fellow residents and gain their support and feedback. A residential counselor attends only to ensure the group stays on task. Community outings are held Tuesday and Thursday evenings. These outings may involve a leisure activity (e.g., movie), or they may provide an opportunity to purchase personal items or conduct community-based exposure work. Typically, a weekend outing is also organized.
Y-BOCS and BDI-II are given every 2 weeks to track progress toward treatment goals. The behavioral therapists provide weekly feedback to a designated family member in the form of a 15-minute phone call. Family sessions can also be done in the program, but due to geographical issues, they are not usually conducted until near discharge time. Referring clinicians are contacted upon admission of their patient to notify them of the admission and to inquire how often they would like to receive feedback regarding their patient and in what form (i.e., phone call, writing). A copy of the psychiatric evaluation and discharge summary is also sent.
Adolescent members of our program also attend structured tutoring sessions. The tutor meets with each adolescent resident on an as needed basis, but usually no fewer then three times per week. Academic homework is sent from the resident's school to the tutor, who then supervises its completion and helps the student, if necessary.
Residents are given help with daily living issues when needed. When they first arrive, many of our residents are not able to do laundry or bathe themselves without extensive rituals. One of the main functions of the residential counselors is to assist residents in these areas, which quickly become a treatment focus. In an attempt to make our facility as real-world as possible, patients have open access to water, bathrooms, soap, shampoo, and toilet paper. Although this design creates greater challenges in terms of ritual prevention, it is counteracted to some degree by the graduated nature of the exposure work. We have found most residents to be honest with us, and this strategy provides a more accurate picture of "where a resident is" in their treatment.
Visitation from family and friends is not only welcomed, it is encouraged in the majority of cases. Most residents voice being homesick, and visitations reduce the likelihood that a resident may become overwhelmed and thus leave prematurely. Visitation also allows staff and family to connect and discuss issues related to treatment progress and areas in need of further improvement. Residents are also allowed 30 minutes of phone time per day.
Discharge Planning and Follow-Up
Prior to discharge, psychiatric and psychotherapy appointments are set up with the referring clinicians to be held within one week of returning home. If the referring clinician is not knowledgeable in terms of CBT, then an attempt is made to locate a clinician who is. The new clinician will then continue the CBT in conjunction with the referring clinicians' work. If a clinician specializing in CBT can't be found, then residents are offered telephone follow-up with the OCD Center's staff (a behavior therapist). The typical follow-up schedule consists of contacts twice a week for a month, once a week for a month, every other week for 2 months, and once a month for 4 months, for a total of 20 contacts over an 8-month period. Contacts usually last 30 minutes and consist of primarily homework review and assignment.
Some residents are discharged into the OCD Center's half-day partial hospital program. This program meets 4 days per week for 3 hours per day and is used to transition the resident to a less-structured environment before returning home. Residents transferring into this program must live off campus, and lengths of stay range from 2 to 6 weeks.
Outcome Research
The OCD Center at Rogers Memorial Hospital conducted an outcome study for the residential program (N = 151). Data includes all admissions; 5% of people had incomplete data. Mean Y-BOCS on admission was 30.5 (severe) and at discharge was 16.1 (low moderate), indicating a 47% decrease. Mean admitting BDI-II was 22.4 (clinically depressed) and at discharge was 10.1 (nearly subclinical), indicating a 54.9% decrease. Sixty percent (60%) of residents had a diagnosis of OCD and at least one additional Axis I diagnoses; 20% had at least two; 4% had at least three; and 1% had at least 5. Also, 81.5% of residents upon admission rated their quality of life to be "very low" or "low," whereas only 56.4% scored in these ranges upon discharge. In terms of resident satisfaction with the program, the program was rated at a 6.4 using a 7-point scale: 0 (not satisfied) to 7 (very satisfied). The average length of stay in the program was 65 days. Roughly 10% left treatment within 2 weeks of admission.
Menninger OCD Treatment Center
The Menninger OCD Treatment Center at the Menninger Clinic opened in September 2000, and it has a capacity to treat 15 patients. It is a specialized treatment program that provides intensive cognitive-behavioral therapy, medication, and milieu-driven hospital treatment for both adults and adolescents with severe obsessivecompulsive disorder, OCD spectrum disorders, and other anxiety disorders.
The adult program serves patients 18 years and older who struggle with severe OCD. Patients in the adult program usually have attempted outpatient treatment with little to no benefit. They have had OCD for many years and have tried numerous medications. Symptoms significantly interfere with an individual's ability to attend to activities of daily living, make decisions, and complete everyday tasks.
The adolescent program serves patients ages 12 through 17 who are experiencing difficulties in most areas of their lives due to OCD symptoms, including family, school, and social difficulties. Typically, these patients are either failing school or unable to attend school as a result of the nature of their OCD.
Treatment Approach
The program is based on the following conviction: intensive specialty treatment that employs evidence-based treatment protocols are effective in treating severe obsessive-compulsive disorder, other anxiety disorders, and coexisting conditions. In the attempt to achieve maximum benefits for patients, the program adheres to the following assumptions:
1. The treatment program utilizes state-ofthe-art cognitive-behavioral and psychopharmacological treatment modalities. 2. The treatment program encourages normalization, the patient's participation in decision making, and provision of services in the least-restrictive environment. All services are designed and provided in a way that supports, educates, and empowers the patient. 3. Successful treatment requires attention to the individual's physical, emotional, social, and economical problems. 4. Each patient has significant strengths that are supported and developed. 5. All services and treatment involve the creation of a supportive environment that incorporates goals and objectives of the patient and, where appropriate, the family. The treatment environment is designed to further the long-term goal of establishing healthy functioning individuals and families. 6. All standards of care and quality assurance are consistent with the policies and procedures of the Menninger Clinic.
Treatment Setting
The OCD Treatment Center is located on the Menninger campus, and it provides various unique opportunities to regulate a patient's environment. The unit that hosts the program contains 18 beds, both single-and doubleoccupancy rooms, and each room has its own shower and washroom. For clinical and practical reasons, we do not accept more then 15 patients at a given time. It is possible to lock either the shower or washroom as a way to block patient's access to these facilities during intensive behavior therapy to assist patients in resisting compulsive washing. Furthermore, if clinically necessary, the treatment center can be locked as a way to support patients in treatment. These measures are rarely used, but they are sometimes required initially for adolescents or highly suicidal patients. Since the OCD treatment center is located on the Menninger campus, it provides additional opportunity to not only utilize specialized treatment delivered by other programs, but share resources in treatment delivery as well. These include anger management, dialectical behavior therapy, spirituality counseling, chemical dependency counseling, and individual supportive therapy, to name a few.
Multidisciplinary Treatment Team
A multidisciplinary treatment team is assembled for each patient. A cognitive-behavior therapist, psychiatrist, social worker, primary nurse, and behavior management counselor compose the foundation of the team. Involvement of a chemical dependency counselor, neuropsychologist, and other specialists varies in time and intensity, based on the patient's clinical status and intensity of care. The psychiatrist meets with the patient at least weekly. Most patients who seek out this level of treatment care have failed multiple medication trials. Hence, previous medication trials are reviewed and assessed for adequacy, and when appropriate, alternative regimens are instituted. The cognitive-behavioral therapist, who designs the individual treatment plan with the patient, provides initial assessments and evaluations. The direct delivery of care-24 hours a day, 7 days a week-is provided by a team of two or three behavior management counselors, in addition to the minimum requirement of having one registered nurse at each shift. Their role is to aid treatment delivery, especially to enhance ritual prevention for patients. Nursing staff administers the medication and monitors compliance, and they can also support patients who struggle with taking medication due to specific OCD symptoms.
Behavior Treatment Plans and Treatment Contracts
Individualized treatment plans are negotiated between the patient and the treatment team, and re-evaluated on a weekly basis. The core of the treatment contract is the behavior treatment plan, which delineates the specific obsessions, compulsions, avoidance, goals, and specific interventions. This contract builds on a hierarchy that is designed with patients, and it addresses the unique opportunities that 24-hour-a-day care delivery provides. This care includes having specific information on the behavior treatment plan; ways to assist patients through their morning routine with minimal rituals; their evening routine; and most important, how to implement independent or staff-assisted exposure and response prevention sessions. The behavior treatment plan is a collaborative endeavor. Patients are active in designing and implementing their care delivery, in addition to deciding which OCD triggers to address in each given week. The behavior treatment plan is supplemented by a program-specific treatment contract. The patient has a leading role in designing the objectives for the week and implementing the con-tract, as is postulated in the "client as colleague" model (Heinssen, Levendusky, & Hunter, 1995; Levendusky, Willis, & Berglas, 1994) . On the treatment contract, patients are encouraged to proactively address discharge-related issuesfor example, health, vocation/education, family/ personal relationships, postprogram treatment, and other quality-of-life issues. The patients also set specific objectives for the week that tackle their OCD triggers and meet the goals set out in the behavior treatment plan. The treatment program is designed such that patients set a specific goal for each day that will help them meet their treatment contract for that particular week. At the end of each week, the staff and patients review the treatment contract in the areas of symptom reduction/management, healthy living, and aftercare. Patients receive weekly feedback about their progress toward the goals from fellow patients and the treatment team within a group setting. These group feedback sessions are, based on our experience and supported by some preliminary findings (Heinssen et al., 1995) , a powerful therapeutic vehicle in providing motivation for the patients to change and accept increasing amounts of control over their treatment and recovery. This finding is especially true for patients who have previously failed in outpatient treatment. This format offers opportunities for modeling by "senior" patients; it fosters accountability to peers and staff; and it provides constructive feedback about effort.
Delivery of CBT, Milieu, and Group Therapy
The program's setting fosters an atmosphere for change, while maintaining the milieu as a safe environment where patient and staff work collaboratively toward treatment goals. The staff is attentive to the unique challenges placed on patients and their families by the OCD symptoms. The cognitive-behavior therapist conducts individual behavior therapy sessions. Nursing staff and behavior management counselors assist patient efforts to follow the behavior treatment plan, especially in implementing challenging exposure and response prevention sessions. Supportive staff interactions as well as groups and activities are scheduled to maximize the patient's ability to follow their behavior treatment plan. All patients and staff participate in a group community meeting, which fosters an atmosphere for change and support, and provides an opportunity for patients to influence program procedures.
The cornerstone of the Menninger OCD Treatment Center are the daily 2-hour exposure and response prevention (ERP) sessions, as well as the minimum required number of self-directed ERP sessions. The ERP sessions take place in a group format, but each ERP is completely individualized. The group format refers to the fact that the patients gather in a group and report their anxiety level at the beginning of the session; the format also works out which patient needs individual staff support in implementing the ERP plan. At the end of the ERP session patients get together as a group and report their highest anxiety score of the session, their current anxiety score, and various facts about their success in implementing the ERP for that day.
The cognitive-behavior therapist works closely with the patient to create the everchanging and transforming hierarchy of OCD triggers. The hierarchy serves as a road map to recovery for patients. Both staff and patient are responsible for the integrity of the ERP session. Many of our patients have a history of treatment failure; therefore, every effort is made to preserve the integrity of the ERP session. It is expected that as many of the OCD staff as possible partake in the ERP session and provide individual assistance to those patients who have historically been unable to complete ERP sessions independently. The goal is that patients will eventually be able to complete all ERP sessions independently. A major factor in treatment is the facilitation of a patient's ability to conduct their ERP sessions independently. Emphasis is put on setting time aside for a minimum of three self-directed exposures. Patients select OCD triggers they are reasonably certain that they can complete independently. Additionally, patients utilize the weekly treatment contracts to specify what self-directed exposures they plan to complete. They receive feedback from peers about how realistic, from a peer perspective, it is that they will be able to complete those ERP sessions.
All other groups in the program are designed to complement the ERP sessions and build a patient's skill sets. Groups foster support and opportunity to practice what they have learned. The treatment program contains two tracks: adults and adolescents. The morning program for each track is identical. In the afternoon, the adolescents attend the licensed school program, and the adults attend a variety of treatment groups offered by the program. A typical weekday may look as follows (a complete list of groups offered can be found in the Appendix):
9:00 a.m.
Treatment planning and selfassessment 9:30 a.m. 
Family Education and Support
A unique and important feature of the program is the full-day family workshop, which enables families to provide support and share resources with one another. Due to the enormous strain OCD symptoms frequently put on family interactions, family members are strongly encouraged to attend this workshop. Offered every other month, families and patients alike have asserted how important and helpful the workshop has been to increase understanding of the struggles OCD patients go through. The workshop empowers both families and patients alike. Workshop topics include treatment contract review, cognitive-behavioral approaches in treating severe OCD, psychopharmacological and medical issues in treating OCD, family issues and OCD, working together in overcoming OCD. An encouraging by-product of this workshop has been the spontaneous creation of family network and support groups. Family support groups significantly reduce feelings of alienation and isolation, and offer assistance in finding resources for families at local, state, and federal levels. Throughout treatment, staff members provide psychoeducation and coach family members on how to work with loved ones to fight illness and boost recovery from their symptoms. It is especially important in the work with adolescents to include the family in the treatment (March & Mulle, 1998) . The cognitive-behavior therapist has at least one hour of either a face-to-face or phone session with family and patients per week.
Specialized Programming
In addition to the core program, patients are prescribed individualized adjunctive programming by their treatment team, based on clinical needs. Most of these adjunctive modalities are provided within the program. Some interventions are accessed through cooperation with other specialized programs at the Menninger Clinic. Specialized programming is available for the following. In an effort to help patients' return to the community, the Menninger OCD Treatment Center utilizes community resources when clinically appropriate. These resources include public school, community colleges, universities, community recreational programs, Topeka Youth Project (a community-based job-skills training program), community AA and NA meetings, and driver's education.
Discharge Planning
Discharge planning is an ongoing process. As patients near completion of treatment, therapeutic passes from the hospital to the home are scheduled to promote the application of CBT skills and facilitate ways they can challenge their OCD triggers in their home environment. Every effort is made to find an experienced cognitive-behavior therapist for patients at discharge.
Outcome Measures
Measures include the Yale-Brown ObsessiveCompulsive Scale (Y-BOCS), Beck's Depression Inventory (BDI), Basis-32, Multiaxial Anger Inventory, State Trait Anxiety Inventory I and II, and Fear of Negative Evaluation Survey. Assessments are conducted at admission, week 2, every month, and at discharge. They aid in treatment delivery and discharge decision. The average length of stay in the program is 46 days. Adolescents tend to stay longer due to a licensed school connected with the program, and many manage to utilize their skills and successfully complete a school semester for the first time in many years.
The OCD Treatment Center changed location and moved on the Menninger campus in April 2001. As of this time (N = 21) the average admitting Y-BOCS was 32.0 (severe). At discharge the average Y-BOCS was 14.3, indicating a 55% decrease. The average admitting BDI score (N = 8) was 24.4 (moderate depression), and at discharge it was 9.9 (subclinical or normal range), indicating a 59.4% decrease. Scores include both adolescent and adult admissions who completed the treatment program.
Comparisons across OCD Residential Treatment Programs

Similarities
As can be seen, these three short-term OCD residential treatment programs share many commonalties. All rely on exposure and response prevention, cognitive therapy, and medication to reduce OCD symptoms. In contrast to traditional once-a-week outpatient treatment, all the residential programs offer structured opportunities for repeated and prolonged ERP sessions, in an effort to increase anxiety habituation probability. The three residential programs offer significant staff availability on a daily basis to assist with compliance on exposure as well as response prevention tasks. All offer increased availability of the behavior therapist-typically having contact with the patient from 3 to 5 days a weekand increased contact with the psychiatrist. In addition, all have trained staff available around the clock, as might be needed to assist with those who get stuck ritualizing or who want extra assistance in resisting OCD urges outside the 9-to-5 schedule. Given the unique structure of residential settings, ERP assistance can be offered when needed, day or evening. Average length of stay across programs is 1.5 to 2 months, longer for adolescents. As a philosophy, in addition to reducing OCD symptoms, all focus on the overall rehabilitation of the patient. All focus on the importance of discharge planning and follow-up. Each residential center is committed to evaluating the mechanisms of patient progress, or lack thereof, and each reports a desire to better understand how severe and complicated cases of OCD can be treated effectively.
Despite increased opportunity for ERP practice and increased availability of staff support, not all those who enter residential programs experience treatment gains. This commonality is seen across all three of the residential programs, which may be due to a variety of factors:
1. limited motivation or ability to challenge symptoms; 2. differential responsiveness in anxiety activation between treatment facility versus home for ERP tasks; anxiety activation at the residence not being adequate to promote generalization to home after discharge; 3. comorbid personality disorders that get in the way of program compliance or interfere with the habituation process; 4. poor anxiety tolerance, inability to resist rituals (even with extensive assistance), or excessive dependency on coaches; 5. limited habituation response, even after adequate ERP trials and adequate medication trials; and 6. significant overvalued ideation.
Some of these individuals may be readmitted at a future time if motivation levels change. They may also be readmitted after followthrough of treatment recommendations to address non-OCD issues interfering with ERP treatment. Some may be referred for neurosurgery consultation.
Differences
While each program encourages the patient to be an active participant in their own treatment, across the programs a difference exists in the philosophy of how slowly or quickly residents should be asked to confront their individualized fear hierarchy items. This difference extends to the intensity of anxiety residents are asked to experience when starting their ERP tasks.
All three programs focus on helping a resident learn supplemental coping skills to address comorbid difficulties that get in the way of successful ERP compliance; however, the three residential programs differ in the number of supplemental groups they offer during the course of the week. With this said, there is no data to date to indicate whether supplemental therapy groups are clinically beneficial or not. Further data is needed to assess whether supplemental groups-that is, above and beyond the prolonged and frequent ERP practice-are truly a factor in the positive outcome seen, and if so, to what extent they help beyond what could be gained from a program whose focus is just on ERP.
Another difference noted is the policy of locked or unlocked bathrooms and free or monitored availability of hygiene items, all of which can trigger OCD difficulties for many individuals. This difference appears to be a reflection of individual program history with patients. All three programs attend to relapse prevention and discharge planning almost as soon as a person is admitted to the program; however, there is a difference in the extent to which programs have therapy contacts with individuals after discharge. All three programs involve family members in a patient's treatment as considered appropriate; however, there is a difference in the extent to which specialized training groups are offered to families.
Residential versus Intensive Outpatient and Day Treatment
Intensive OCD outpatient treatment typically consists of patients' spending 2 to 3 hours a day doing an ERP task, either with a behavior therapist or on their own, for anywhere from 3 to 5 days a week, depending on the program. Partial-day OCD treatment programs typically consist of 4 to 6 hours a day, 5 days a week, doing prolonged and frequent ERP tasks, both coached and self-directed, in addition to attending a few groups. These programs have exposure and response prevention, cognitive therapy, and medication treatment interventions in common with the three short-term OCD residential treatment programs reviewed here. Not all those individuals who experience limited symptom reduction with traditional oncea-week outpatient treatment need a residential level of care. Intensive outpatient and partialday programs that offer ERP coaching support and increased ERP frequency should be considered. Residential level of care may be warranted for those who need added assistance in doing ERP as a result of comorbid concerns; for those who have a difficult time following through with homework recommendations, even with the more intensive level of care; and for those who may find it useful to have assistance outside restricted program treatment hours, due to their OCD symptoms.
Future Directions
Refractory OCD can contribute to significant long-term personal suffering and economic Residential OCD Treatment costs (Hollander et al., 1996) . Residential treatment programs offer another option to assist those who have not been responsive to outpatient levels of care. A review of the outcome data of these three specialized OCD programs indicates a clear role for this level of treatment, particularly for those individuals with severe OCD symptoms. While many case examples across these specialized OCD residential programs are of individuals who maintained their gains many years following discharge, some case examples exist of those reporting relapse after discharge or of those who experienced minimal gains while in residence.
For those who see treatment gains, questions remain regarding the mechanisms of symptom reduction. How much do therapist-aided ERP opportunities add to symptom reduction over that which might be seen by increased frequency of self-directed ERP opportunities alone? To what extent do the addition of supplemental coping-skills groups and a focus on overall rehabilitation during treatment confer a treatment advantage over frequent and prolonged exposure and response prevention opportunities alone?
For those who see minimal gains or report relapse after discharge, further clarification of the impact of variables may help guide treatment recommendations and future residential program development. Such variables include overvalued ideation, comorbid depression, posttraumatic stress disorder, motivation/ readiness for change, anxiety tolerance, and extent to which OCD has caused incapacitation in life, including social and work functioning.
A significant number of individuals considered treatment-resistant can benefit from the increased therapy intensity that specialized OCD residential treatment programs provide. Specialized residential OCD treatment offers a source of hope for people with severe OCD and their families.
ERP tasks as well as overall life rehabilitation and discharge goals. The group stresses active involvement of the resident in their treatment. Goals set in this group are followed up daily within the morning treatment planning and evening self-assessment groups. Effort made and progress toward goals are reviewed in the weekly contract review group.
Contract review group: Residents and staff come together to review progress on goals made in the contract setting group. Focus is on public accountability; feedback is given by other residents and staff.
Treatment planning group: Each morning, a review is made of a patient's daily schedule and appointments. Discussion of personal treatment goals for that day help accomplish goals set for the week in contract setting group.
Self-assessment group: End-of-the-day review on whether goals set at the beginning of the day were met. Opportunity for residents to check-in with staff and rate their efforts for the day. Peer feedback and mutual support are encouraged.
Affect management group: Focus on how to deal with and express difficult emotions. Coping skills of mindfulness, distress tolerance, and emotional regulation reviewed.
Behavioral skills group: Assertive and social skills training, coping skills to improve selfesteem, strategies to reduce procrastination, education about nutrition and dietary concerns.
Relaxation/stress management group: Goal is to teach basic relaxation tools as well as increase awareness and exposure to general stressmanagement strategies.
Leisure skills planning: Goal is to assist residents in planning structured, enjoyable, and relaxing activities during their leisure time on the weekend.
Leisure skills outing: Structured outing scheduled by the staff for residents. One optional event planned during the week and one mandatory outing on the weekend.
Family issues group: Forum to discuss how family issues affect life and how OCD symptoms affect the family. Maintaining health/community sport: Focus on exercise and physical health activities.
Relationship group/gender group: Exploration of impact of OCD on relationships, sexual identity, intimacy, and how gender and societal pressures can influence coping with OCD.
Behavioral assignments group: Time given for residents to follow up on any non-ERP homework that may have been given in another group or by the resident's treatment team.
Motivation group: Review of strategies to maintain productive attitude toward the dayto-day intensity of treatment. Discussion of the stages of change in therapy. Evaluation of personal committment to therapy. Focus on productive problem-solving skills. Focus on peer encouragement and support.
Relapse prevention: Patients are educated about the differences between relapses and slips, and taught skills to maintain emotional and behavioral stability. Role-play and group discussion enable patients to practice their relapse prevention plans.
Assertiveness and social skills: Patients enhance treatment outcomes by increasing assertiveness, social skills, and communication, through education, role-play, and discussion.
Supportive group psychotherapy: This group provides the opportunity for patients to discuss and share emotional and psychosocial problems, and gain insight into their emotional struggles.
Activity therapy and art therapy: Activity therapy promotes ability to tolerate frustration, improve decision making, and experience gratification. It allows the patient to recognize one's strengths, weaknesses, and other characteristics.
